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Abstract: Drug addiction is categorized as a chronic disease and it requires treatment similar 
to other diseases such as diabetes, cardiovascular disease and cancer. Methadone 
Maintenance Therapy (MMT) programme in Malaysia is committed to improve the health 
and quality of life for drug addicts, reduce relapse rates among drug users, especially those 
rigid, improve their mental and physical fitness addict, reduce the rate of infection among 
drug users who share needles, improving psychosocial functioning among drug users, 
including their ability to obtain and maintain the quality of work and increase the self 
confidence to go back into the community. Studies found that the longer the time spent in 
methadone maintenance treatment, the more likely the patient will remain crime-free and 
reduce their use of heroin. Nevertheless, client retention rate in the MMT  had an inverse 
relationship with time. The objectives of this study are firstly to investigate the effects of 
spirituality on client retention. Secondly, the study will examine the mediating effect of 
Quality of life using Maqasid Syariah approach on the relationships between spirituality and 
client retention .The study will be conducted among opiate dependence enrolling in MMT 
programmes at the selected government clinics and hospitals in Terengganu.  Findings of the 
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study would provide insightful information pertaining to the different aspects of quality of 
life and spirituality that would improve the retention of opiate dependence in MMT 
programme. 
 
 
INTRODUCTION 
 
Drug abuse is the most complicated social problems that are faced by Malaysia. From 
the 1970s until now, no positive changes had been seen in dealing with the drug problem.  
Malaysia also experienced a variety of social problems associated with opioid that threatened 
and destabilized the country both in terms of economic, socio-cultural, political or security 
[1]. Besides, opioid is associated with all sorts of other social diseases such as prostitution, 
violence, crime, AIDS and HIV, Hepatitis C and often experience fatal drug overdoses. The 
use of opioids (heroin, opium and prescription opioids) has increased in Asia since 2009, 
particularly in East, South-East, Central and South-West Asia [2].  According to National 
Anti Drugs Agency [3], a total of 3,509 heroin addicts and 2,446 morphine addicts were 
detected in 2013. An average of 655 people each month addicts was identified with 397 of 
them new addicts and 258 relapse detected in this Country Most drugs taken by addicts in the 
last 5 years (2009-2013) are the traditional drugs of opiate drugs.  
 
In the 1950 's, Dr. Dole and Nyswander found methadone and thus proved 
scientifically that it is capable to control and decrease drug use of opiates. Treatment 
Replacement Therapy (RTG) was studied widely around the world [4]. A method of using 
MMT is also suggested by the World Health Organization (WHO), UNAIDS and the United 
Nations Office on Drug and Crime (UNODC) as a strategy to reduce the spread of HIV / 
AIDS, which resulted from risky behaviours such as through sharing of needles among drug 
addicts. Moreover, It is also effective in reducing the use of heroin or morphine, criminal 
activity and drug overdose deaths [5]. 
 
Malaysia introduces Methadone Maintenance Therapy (MMT) programme for opiate 
dependency in 2005. It was carried out mainly as part of the harm reduction approach against 
HIV/AIDS. In the beginning, the service was provided by some government hospitals and 
clinics as well as private clinics. After that, more centres were opened and the service was 
extended to other agencies including selected prisons and National Anti Drug Agency centre 
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in 2008[6].  Hence, MMT programme in Malaysia is committed to improve the health and 
quality of life for drug addicts , reduce relapse rates among drug users, especially hardcore 
drug abusers, improve their mental and physical fitness, reduce the rate of infection among 
drug users who share needles, improve psychosocial functioning among drug users, including 
their ability to obtain and maintain the quality of work and increase their self-confidence to 
go back into the community [5]. 
 
Although the effectiveness of MMT for treatment of heroin dependence is proven, 
research shows that a high percentage of heroin-addicted individuals drop out of MMT 
Programs. According to Nasir et al, (2010)[7] the retention rate in the MMT programme has 
an inverse relationship with the length of time that is reduced to 55% after six months in the 
program. Almost 50% of patients who begin treatment are no longer enrolled in treatment by 
the end of the first year  [8][9]. Studies in developed and developing countries also 
demonstrated that retention rate in MMT program varies between 30% to 60% in the first 
year of the treatment  [10][11]. 
 
In order to improve retention in MMT Programme, several factors must be taken into 
consideration. According to Sarasvita et al [12], findings in developed countries have 
concluded that are three main factors that affect treatment retention are program 
characteristics, client characteristics and social characteristics.  
 
Increased spiritual practices have been associated with improved treatment outcome 
[13] and important part in maintaining treatment gains [14]. Recovering individuals 
demonstrate more spirituality than those who relapse [15]. Moreover, spirituality is an 
important element of life for most individuals[16] and it means a lot to some people, 
particularly women, the elderly, chronic patients, the disabled and members of certain ethnic 
groups [17].  
 
The quality of life  (QoL)  has been recognized as an important tool in the evaluation 
of drug programmes  [18] [19]. Stark and Campbell  [20] have shown that one of the most 
important reasons given by methadone clients for following treatment was to improve their 
satisfaction of life. Drug use is not always the reason why people seek treatment, but rather 
problems in other life such as legal and social [21]. 
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Therefore, it is the main aim of the present study to show the relationships between 
spirituality, quality of life and retention among opiate dependence in MMT programme. The 
impact of spirituality and quality of life on patient retention would provide insight to the 
government agency to improve programme effectiveness.  
 
 
 
  
OBJECTIVE OF THE RESEARCH 
 
This research attempt to examine the effect of spirituality on Retention in the MMT 
programme and the mediating effect of quality of life on the relationship between spirituality 
and Retention. Hence , the specific  objective of the research are as follows: 
 
i. To investigate the effect of spirituality on Retention in the MMT programme 
ii. To investigate the effect of spirituality on Quality of Life 
iii. To investigate mediating effect of Quality of life on the relationship between 
spirituality and Retention 
 
 
 
LITERATURE REVIEW 
 
Retention   
 
Retention becomes a key factor of successful MMT program and it has been accepted 
as an indicator of program functioning [22]. Customer retention refers to a customer‘s actual 
behavior to remain or discontinues the contractual relationship with the service provider [23]. 
According to Sharifa et al., [24], retention in the therapy can be defined as client received 
MMT regularly without drop up in certain period of time from the date of joining to the 
program. Customer retention approaches intend to keep a high proposition of current 
customers by reducing customers‘ defection [25].  
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Research shows that customers‘ behavioral intentions are a predictor of customer 
retention [26]. Behavioral intentions are defined as service performance perceived by 
customers (patient), indicate whether to leave or stay with the particular company (MMT 
programme) [27]. In this study, customer retention is measured by the client‘s possibility to 
continue stay in the MMT programme.  
 
Customer loyalty is important prediction of customer retention behavior [23]. Loyalty 
as a behavioral intention dimension is a customer‘s intention or tendency to buy products or 
service regardless of what happens to the company [27]. Customer loyalty can be measured 
through the consumer intention to recommend positive things about service provider, 
intention to encourage friends and relatives to do business with the service provider, 
intention to carry on purchasing services from existing service provider and intention to 
purchase additional services from service provider [28][29]. Associated to MMT 
programme, loyal patient will promote and suggest the MMT programme to their friends.  
 
 
Quality of life 
 
Quality of life (QoL) is generally understood by most people as ‗goodness‘ of life, 
and being able to live successfully and happily within the environment [30]. Meanwhile, 
Susniene and Jurkauskas [31]  defined QoL as the degree to which a person enjoys the 
important possibilities of his or her life. Liu [32] concluded QoL is a subjective well-being of 
humans and the environment in which they live. For individuals, the QoL is described as the 
set of ―want‖ when a combination of requirements can be achieved simultaneously, thus it 
gives a feeling of joy and satisfaction to the individual. 
 
However, the QoL concept is unclear and its use inconsistent  [33]. this support by 
(Muldoon et al., [34] because researchers often consider QoL as synonymous with ―health 
status‖ and ―health-related quality of life‖ (HRQoL). HRQoL measuring the effects of a 
disease on individuals‘ everyday functioning, with special attention given to physical and 
psychological limitations. The studies by Stark and Campbell [35] showed that one of the 
most important reasons given by methadone clients for following treatment was to improve 
their satisfaction with life. 
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According to Wang et al., [36], a good quality of life is associated with successful treatment 
in patients with opioid dependence. study by Rouhani et al., [37] in Iran reveal a significant 
association between quality of life and retention in MMT programme. They discovered 
people with lower level of quality of life had better improvement during the first month of 
treatment and retained in the MMT program longer. Based on the previous study above, it is 
shown that quality of life has a positive influence on retention. 
 
Spirituality  
 
Spirituality can lift up and motivate individuals to achieve the most optimal and lead 
to confidence, hope, peace and strength to them [38]. Spiritual care has been proven to be 
effective in developing coping strategies for patients in times of crisis, in them being at peace 
with themselves and in creating a positive view of life [39]. Spirituality can be studied 
through the activities of religious organizations, non religious organizations and statement of 
belief [40]. Cotton et al., [41] mention spirituality can be measured by the spiritual well-
being, peace, comfort of belief, spiritual connection and / or "spiritual or religious coping". In 
many societies, spirituality is important for the need of comfort, joy, pleasure and meaning to 
life. Besides that, spirituality are vital when someone facing with death, suffering, pain, 
injustice, tragedy, and traumatic experience in the life [42]. 
 
Arnold et al., [43] belief spirituality is important to include in addiction treatment. 
Miller [44] convinces spirituality can be as a preventive, a treatment and a path to 
transformation in addiction problem. According to Heinz et al., [45], study assessing 
spirituality among opiate seeking treatment found that frequent time spending on spiritual 
activities showed significantly better outcomes in treatment retention. 
 
  Chumbler [46] identified that there is a significant positive relationship between 
spirituality and quality of life. In addition, the study by Rippentrop et al., [47]   reported that 
spirituality has a strong relationship with quality of life.   Thus, spirituality is an important 
aspect in helping and influence patient in increase treatment retention and improving their 
quality of life. 
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HYPOTHESIS 
 
Figure 1 illustrates the proposed hypothetical model of Spirituality, Quality of life and 
Retention. This study proposed the following hypothesis: 
H1: There is positive relationship between spirituality and retention (a) 
H2: There is positive relationship between spirituality and QoL (b) 
H3: QoL mediate the relationship between spirituality and retention (b x c) 
 
Figure 1:  Model of the relationship between Spirituality, Quality of Life and 
Retention in MMT  
 
 
 
 
 
  
 
 
 
 
 
 
 
METHODOLOGY 
 
This research will be conducted at the Marang Terengganu Prison, selected 
government clinics and hospitals in Terengganu. The population in this research is opioid 
dependence. The self - administrated questionnaires will be distributed to a sample of opioid 
dependence that is involving Marang Terengganu Prison, selected government clinics and 
hospitals in Terengganu. The sample size of the study suggested by Hair et al., [48] that the 
sample must have more observations than variables and minimum absolute sample size 
should be minimum of 5 and maximum of 10 observations. This study has a total of 83 items 
in its questionnaire. Therefore, the total number of sample size is 425 respondents using 5 as 
the number of observation. 
Quality 
of life 
 
               a                 H1 
 
b                               c                    
Spirituality    Retention 
Quality of 
Life 
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The first part of the questionnaire contains item on spirituality using a 10- point Likert 
scale ranging from 1 as Strongly Disagree to 10 as Strongly Agree. The item to measure 
spirituality taken from Spirituality Multidimensional Measurement from the work of Neff 
[49]. The second part of the questionnaire contains item that measure   quality of life 
questions using Maqasid  Syariah approach . The questions will use 10 point Likert scale 
ranging from 1 as Strongly Disagree to 10 as Strongly Agree. The third part of the 
questionnaire contains four items on retention using a 10- point Likert scale ranging from 1 
as Strongly Disagree to 10 as Strongly Agree. The items to measure the retention are adopted 
from the work of Arab et al., [50]; Harris and Goode [51].  The last part of the questionnaire 
contains questions on the profile of respondents, which is important to provide insights 
related to their background and characteristics. The collected data will be subjected to several 
statistical analyses such as reliability test to assess the reliability of the instrument and 
Exploratory Factor Analysis (EFA) will be conducted to ascertain the underlying structure 
among the variables in the analysis. SEM using AMOS will be used to model the inter-
relationship among constructs in the study simultaneously.  
 
The data collected will be subjected to Confirmatory Factor Analysis (CFA) to assess 
the constructs before proceeding to testing the goodness-fit of the proposed research model 
using SEM. Universally –accepted statistical indexes, such as Goodness-of-Fit Index (GFI) 
and Adjusted Goodness of Fit Index (ADFI), will be used to assess the goodness-of-fit of the 
proposed model. Baseline comparison indexes, Normed Fit Index (NFI), Tucker-Lewis Index 
(TWI) and Comparative Fit Index (CFI), another set of goodness-of-fit statistics, will be used 
to support the fitness of the hypothesised model. The value of Rooted Mean Square Error of 
the Approximation (RMSEA) of the proposed model will also be ascertained to identify the 
reasonable error of approximation of the model before concluding that the proposed model is 
acceptably fit or not [48].  
 
CONCLUSION  
 
Managing client in MMT is challenging because of variety factor involved in the 
successful of the programme. This paper explains the important of spirituality and quality of 
life elements as intervention in MMT programme. The finding of the study will provide 
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insightful information pertaining to the different aspects of spirituality and quality of life that 
would improve the retention of client in MMT programme. The findings of the proposed 
study will be able to provide several important findings. Firstly, the findings of this study 
would be able to propose a model of retention, spirituality and quality of life. The proposed 
hypothesized model will be tested using SEM that allows both confirmatory and exploratory 
modeling which suited the theory of testing and development. Secondly, the findings of the 
study should be able to identify the effect of quality of life and retention. The findings of the 
study would be able to identify which of these variables is more significant than the others in 
the context of opioid dependence. Finally, the findings of the study will be able to identify the 
predicting factors of client retention in MMT programme.  
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